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a  b  s  t  r  a  c  t
Aim.  – During  the  course  of  the Citizen  Accompaniment  for Commu-
nity  Integration  (APIC)  project,  people  with  a traumatic  brain  injury
(TBI)  visited  several  different  public  places.  This  study  aims  to  iden-
tify  and  record  the  facilitating  factors  and  obstacles  encountered
when  engaging  in  activities  in  public  places.
Methodology.  –  The  research  design  is  qualitative.  The  study  is a
retrospective  analysis  of  part  of  the  data  from  the  original  research,
drawn  from  semi-structured  interviews  recorded  and  transcribed
verbatim,  and  from  weekly  entries  in journals  kept  by the citizen-
accompaniers.  The  sample  is  made  up  of  13  individuals  with  mild,
moderate  or  severe  TBI,  between  the  ages  of  29 and  69,  and  nine
accompaniers.
 The study presented in this article—like the others in this special issue Le centre commercial : un laboratoire vivant/Mall
as  Living Lab—is part of the larger “CRIR-Living Lab Vivant” project described in the introduction to the issue: Desjardins M.,
Ville  I., Mazurik K. (2014) On theoretical and methodological constructs of obstacles to social participation: The CRIR-Living Lab
Vivant project. Alter, European Journal of Disability Research, 8 (3).
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Results.  –  Participants’  comments  regarding  their  use  of  public
places, as  well  as  the  accompaniers’  thoughts  on  which  factors  pro-
mote  or  impede  participation  in  activities  in  public  places  were
collected  according  to  the  sequence  of actions  framework:  the  plan-
ning,  the  trip,  and  the  use  of  the  public  place.
Discussion  and  conclusion.  – The  results  show  that  the  design  of  pub-
lic  spaces  must  take  into  account  the  needs  for  comfort  and  safety  of
people  with  a disability  and  promote  their  autonomy  and  efﬁciency
within  the  space.
©  2014  Association  ALTER.  Published  by  Elsevier  Masson  SAS.
All rights  reserved.
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Objectif.  –  Dans  le cadre  d’un  projet  évaluatif  d’accompagnement
citoyen  à  l’intégration  dans  la  communauté  (APIC),  des  personnes
ayant  subi  un  traumatisme  crânien  cérébral  (TCC)  ont  fréquenté
différents lieux  publics.  La  présente  étude  vise  à  rendre  compte  des
facteurs  facilitants  et  contraignants  associés  à ce  type  d’activités.
Méthode.  –  De  type  qualitatif,  elle  consiste  en  des  analyses  sec-
ondaires  du  matériel  puisé  de  la  recherche  originale  APIC,  à  partir
d’entrevues  semi-structurées  auprès  de  participants  et de  journaux
de  bord  tenus  par  les  accompagnateurs.  L’échantillon  est  formé
de  13  personnes  atteintes  d’un  TCC  léger,  modéré  ou  sévère,  âgées
entre  29 et  69  ans  et  de  neuf  accompagnateurs.
Résultats.  –  Des  facteurs  contraignants  et facilitants  ont  été  iden-
tiﬁés.  Ils font  référence  à la  séquence  suivante  : la  planiﬁcation
de  l’activité,  le  parcours  entre  le  domicile  et  le  lieu  où  se  déroule
l’activité  et  l’utilisation  des  lieux  publics.
Discussion  et  conclusion.  –  Les  résultats  indiquent  que
l’environnement  des  lieux  publics  fréquentés  par  les  person-
nes avec  TCC  doit  être  aménagé  de  fac¸ on  à répondre  à leurs  besoins
de  sécurité  et  de confort,  et à  promouvoir  leur  autonomie  et
l’efﬁcacité  dans  la  fréquentation  de  l’espace  public.
© 2014  Association  ALTER.  Publié  par  Elsevier  Masson  SAS.
Tous  droits  réservés.
1. Introduction
Participation in social and leisure activities fulﬁlls an essential need for both people with TBI and
those without. However, it tends to be considerably lower in people with TBI because they must gener-
ally contend with numerous sequelae (Brown, Wayne, & Spielman, 2003), such as social and emotional
difﬁculties, as well as behavioral changes (Pépin, Dumont, & Hopps, 2000; Ponsford, Harrington, Olver
& Roper, 2006; Winkler, Unsworth, & Sloan, 2006). These sequelae limit social networks, restrict the
activities people with TBI engage in, and lead to isolation. In addition, the physical and social environ-
ments of people with TBI impact their social participation (Lefebvre, Cloutier, & Levert, 2008; Powell,
Heslin, & Greenwood, 2002).
A growing body of literature is currently documenting initiatives to facilitate the community inte-
gration of people with TBI. Some have hypothesized that for such integration to succeed, it must
combine three components: independence in everyday life (e.g., to take care of personal needs, to
carry out general activities of daily living), access to social support (e.g., close relationships, accep-
tance, a network of relationships), and proper time management (e.g., engagement in work and leisure
activities) (McCabe, Lippert, Weiser, Hilditch, Hartridge, & Villamere, 2007; McColl, 2007). As noted
above, several initiatives have been implemented to encourage satisfactory community integration,
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but they are as of yet still ambiguously deﬁned, numerous, or the clinical support offered is varied
(Martelli, Zasler, & Tiernan, 2012). In an extensive review of the literature, McColl (2007) noted that
these rehabilitation programs are generally institutional, overseen by teams of healthcare profes-
sionals offered by employers, most often on site to help persons with TBI engage in productive roles
within society (e.g., remunerated work, volunteer hours). Less commonly, initiatives focus on adapting
the person’s environment (e.g., compensation measures, changes to the environment) and increasing
social support (e.g., developing relationships, social participation, socialization).
Regardless of the type of program implemented, when people with TBI and their families leave
rehabilitation centers, they often feel isolated because there is an evident break in the continuity of
services, little communication between rehabilitation and community services, and no comprehen-
sive follow-up with the individual and their loved ones (Lefebvre, Cloutier, & Levert, 2007). Some
researchers have recently argued that rehabilitation efforts should focus on improving the ability of
people with TBI to engage in activities that promote their social participation, so that their reintegra-
tion into the community following rehabilitation is easier (McCabe et al., 2007; Winkler et al., 2006).
This approach involves relying on the personal resources of persons with a disability so that they can
continue to grow. Support services tend to focus on how these individuals can contribute to society and
thrive within it, how they carry out their daily living activities, and the social roles that are important
to them or within their sociocultural environment (Lefebvre et al., 2008).
Researchers have often discussed the social participation of people with TBI within the context
of their professional lives, but have less frequently focused on their leisure or daily living activities.
Winkler et al. (2006) focused on the daily and recreational activities engaged in outside of the home and
on the relationships developed with others according to the roles they play within the community.
They concluded that the ability to engage in activities of daily living is a good indicator of social
participation. Whiteneck, Gerhart and Cusick (2004) identiﬁed 25 environmental factors indicative
of the barriers restricting social participation following TBI. The main obstacles faced were at the
physical and social levels. At the physical level, the researchers included accessibility to public transit,
environmental conditions (such as light, noise, and crowd), and the geographical environment (type
of location, climate, etc.). At the social level, government policies and attitudes of family and friends
were identiﬁed as barriers. The study demonstrated the necessity of a holistic view in examining social
participation. Nevertheless, there is little information available regarding how people with TBI adapt
and carry out activities despite these obstacles.
Now more than ever, researchers are turning to a new research and intervention area
as a rehabilitation strategy: the integration of people with TBI in public spaces. In Quebec
(Canada), research teams are currently working on a vast project, the “Rehabilitation Living Lab”
(www.crir-livinglabvivant.com), a multidisciplinary and multi-sectorial strategic development project
in rehabilitation (Kehayia & Swaine, 2011). Within the setting of an urban shopping mall, the goal of
the Living Lab is to make public spaces more user-friendly for people with sensory, motor or cognitive
disabilities. The researchers would eventually like to make recommendations to help in the planning
of public spaces based on the results of a set of studies, including the Citizen Accompaniment for Com-
munity Integration (APIC) project. The APIC project was recently implemented for people with TBI to
remedy the lack of access to resources. Its aim was  to motivate participants to engage in the meaning-
ful everyday or recreational activities they have trouble with, through the use of citizen-accompaniers
in order for them to become as independent as possible, and consequently more satisﬁed with their
social participation (Lefebvre & Levert, 2010). The objective of the present study was to identify the
factors that facilitate or hinder activities of people with TBI in public spaces during the course of
the Citizen Accompaniment for Community Integration (APIC) project (Lefebvre & Levert, 2010), in
association with the “Rehabilitation Living Lab” (Kehayia & Swaine, 2011).
2. The study’s frame of reference
The study relies on an integrated frame of reference based on the ecological approach
(Bronfenbrenner, 1979), the International Classiﬁcation of Functioning Disability (CTNERHI, 2012;
WHO, 2013), and the Universal Design Model (Hitch, Larkin, Watchorn, & Ang, 2012). The ecological
model of Bronfenbrenner (1979) assigns a central role to individuals and the activity they carry out in a
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given setting. According to the model, the microsystem is comprised of the home and the people who
live in it. The macrosystem consists of both physical elements (e.g., architecture, condition of living
establishment, landscape, climate, environmental factors) and social ones (laws, regulations, other
users, available professionals). In this context, the activities engaged in can highlight the mechanisms
a person uses and implements to move from the microenvironment to the macro environment (St-
Vincent, Vézina, Bellemare, Denis, Ledoux, & Imbeau, 2011). They also contribute to the fulﬁllment of
roles and to a feeling of usefulness and belonging. They involve using techniques and objects, negotiat-
ing between the demands of a task and the constraints of the environment, identifying the sequence of
actions, and obtaining or not a concrete result (Christiansen, Manville Baum, Bass-Haugen, Berkeland,
Bing, & Brown et al., 2005). The study also relies on the perspectives of the International Classiﬁcation
of Functioning, Disability and Health (ICF) (CTNERHI, 2012; WHO, 2013). This classiﬁcation proposes a
systemic approach to social inequalities affecting people with a disability and a way  to improve their
participation by facilitating access to spaces and ensuring their rights, simultaneously with individual
compensation measures developed in rehabilitation (Kim & Colantonio, 2010; Whiteneck et al., 2004).
The study also builds on the Universal Design model, in order to promote the social participation of
people with a disability by adapting existing environments and consulting on the design of new ones,
and through the education of key actors on the best practices in this ﬁeld (Hitch et al., 2012).
3. Methodology
The study uses a secondary analysis of data collected in the context of the APIC research project. This
evaluation study used a mixed research design of multiple case studies supported by a participative
and collaborative approach (Desgagnés, Bernardz, Couture, Poirier, & Lebuis, 2001). It was conducted
for the purpose of analyzing the impacts on participants’ wellbeing and on their ability to participate in
recreational and day-to-day living activities. Qualitative data were collected from participants with TBI
in two stages, at the beginning of the APIC and at the end, after twelve months, using semi-structured
interviews lasting between 60 and 120 minutes. Additional data were collected from weekly entries
in journals kept by the citizen-accompaniers. The data were ﬁrst treated as unique cases (intra-case
analysis) and an inter-case analysis was then conducted. The objective of the analysis was  to evaluate
the progress or stasis of participants, as well as the nature of the changes observed in their ability
to carry out the daily living and leisure activities, and satisfaction regarding social participation. Two
researchers and a research assistant ensured internal validity by reading the verbatim interviews
then obtaining a consensus on the data analysis. The APIC research protocol was submitted to and
approved by the Research Ethics Boards of the partner institutions. The Research Project produced
rich and varied data that made them amenable to a secondary analysis.
3.1. Secondary data collection and analysis
The secondary data analysis is drawn from the APIC’s semi-structured interviews and the journals
kept by the citizen-accompaniers. The objective of the interviews was  to identify factors facilitating or
hindering the performance of activities of daily living and leisure activities, and to assess participants’
subjective satisfaction related to their social involvement. The citizen-accompaniers recorded in their
journals the actions participants with TBI took to achieve their personal objectives and the unfore-
seen events that could inﬂuence the activities of daily living and leisure activities. The research team
responsible for the original study conducted the analysis. They are based on data collected in two  cate-
gories recorded in NVivo. These are: (1) the objectives and personal projects chosen by the participants
and (2) the use of public spaces. The data were classiﬁed following a ﬁrst reading of the raw data. They
were progressively organized according to predeﬁned themes, inspired by the main themes found
in the literature that dealt with both environmental and social factors, as well as emerging themes.
The emerging themes surfaced after participants identiﬁed a process that involved several steps, from
leaving the house to operating within the public space: the home, the route from point A to B, the use
of a place, the trip home, and ﬁnally, reclaiming the home. The data were reorganized according to
this sequence of actions, then were discussed and analyzed until a ﬁnal text was produced.
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Table  1
Participants’ demographic data.
Demographic Average
(Standard deviation)
Median Lowest Highest
Age (years) 46.5 (11.2) 47 29 69
Years  post-accident 20.3 (15.4) 18 1 44
Age  at the time of the accident 26.5 (16.5) 23 3 49
3.2. The sample
The sample was made up of thirteen (13) participants, more speciﬁcally, four (4) individuals with
moderate TBI, six (6) with severe TBI and three (3) with mild TBI, between the ages of 29 and 69. All
the participants lived in an urban setting and in their own  home, and the vast majority were single
(9). Half were women. The average number of years since the accident was  18, and the age of the
participants at the time of the accident varied between 3 and 49 years, for a median age of 23 years
(Table 1). The injury was sustained during a car accident (9), a work accident (3), a fall (2), or an assault
(1). Nine of the participants received compensation from a public insurer following their accident. All
the participants had disabilities due to the accident, such as concentration and memory difﬁculties,
fatigue, pain, and for some, balance problems and sensory hypersensitivity. Researchers advertised the
study in health care facilities, a rehabilitation center and a community center to recruit participants.
To be eligible for the APIC project, they had to be able to understand and communicate in French, have
completed their rehabilitation, and live at home with no access to post-rehabilitation services. They
also needed to be over 18 years of age. The nine citizen-accompaniers, of which ﬁve were women, were
on average 26.2 years old at the time of their participation in the project. They were recruited through
an advertisement distributed in universities or on the recommendation of other accompaniers. The
project lasted between 12 and 18 months. Participants and their accompaniers met  on average for
3 hours a week, at the participant’s home or another location chosen for the convenience of both
parties, for an average of 60 visits per citizen-accompanier.
4. Results
The results focused on the activities participants engaged in within public spaces. These activities
were carried out in the presence of the citizen-accompaniers in various public places (e.g. coffee shops,
movies theatres, libraries, museums, shopping centers). The results took into account the planning of
the activity, the route taken, and the subsequent use of the public space. The return trip was not
extensively analyzed because either the accompanier was  absent or the difﬁculties were similar to
the ones encountered on the trip there. Table 2 summarizes the various facilitating factors and the
obstacles for each step of the activity.
4.1. From home to public place: the planning
For participants, planning involved preparations at home prior to the outing. It encompassed orga-
nization, motivation, and the search for information that could be useful to individuals when they left
the house. However, several factors appeared to hinder a person’s preparations to frequent a public
space.
From the time the decision was made to go out to the moment of actually leaving, motivation
often seemed to diminish to the point of abandonment of the initial project, due to sequelae resulting
from TBI (e.g., fatigue, depression, difﬁculty planning and accomplishing complex tasks, etc.) or to
circumstances (e.g., ﬁnancial context). For example, the planned activity was cancelled due to feelings
of depression: “I am too depressed right now, I have trouble getting dressed, getting up, so imagine leaving
the house.  . .”  Another participant stated that he would cancel the planned outing at the last minute if he
was too tired. Financial concerns were also recurring and some activities were postponed or cancelled
because of their cost. Some participants decided to stay home, chose their schedules carefully to avoid
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Table 2
Facilitating factors and obstacles to the use of public places.
Facilitating factors Obstacles
Planning
Preparations Being with people
Being aware of available activities,
special rates
Being accompanied
Inclusive places that usually welcome
people with a disability
Lack of motivation, depression
Fatigue
Lack of ﬁnancial resources
Transportation
Insecurity, fear of being mocked
Obtaining information Support of a loved one
Being able to speak with an employee
Knowing how to get there
Not knowing how to use the internet
Automatic recordings
Anxiety when using the phone
Communication problems: elocution,
searching for words
The  route
Getting there Notebook to record addresses
Being accompanied
Being reassured
Being able to read maps
Disorientation
Memory loss
Changes in the setting
Not used to route
Getting around Being accompanied
Having a pet
Using technical aids
Rest areas
Poor physical health
Aches
Fatigue
Lack of or poorly maintained sidewalks
Feeling guilty for being dependent
Using  transportation Accessibility of specialized transit
Being accompanied
Rest areas between different bus stops
and metro stations
Far from home
Lack of ﬂexibility
Stairs or elevated ﬂoors
Important distances between bus stops
and metro stations
Difﬁcult to reserve specialized transit
Using  the space
At the physical level Presence of comfortable rest areas
Behavior and patience of salespeople
Deliveries and availability of carts
Enjoyment
Handrails for the stairs, access ramp
inclines that respect standards
Smaller spaces; larger, airy aisles
Larger writing on signage
Online banking services
Well-identiﬁed bathrooms close by
Too many visual and auditory stimuli,
too crowded
Difﬁculty making decisions
Fatigue, aches
Tremors, balance problems
Stairs
Products that are not well placed or
clearly identiﬁed
Lack of dexterity, forgetting card or
cash
ATMs too high for wheelchairs
Enuresis
At  the social level Ignoring other users, keeping a
distance
Avoiding rush hours or spaces that are
too busy
Being accompanied
Going to the same places, becoming a
regular
Tolerant employees, knowledge of TBI
Salespeople providing clear, simple
explanations slowly; absence of sales
pressure
Too crowded, impatience
Reaction of other users confronted
with TBI sequelae
Difﬁculty determining the tone of
others’ words (mocking, pity. . .)
Loss of inhibition
Difﬁculty understanding and/or
remembering explanations
Fear of being scammed
rush hours, or did not engage in evening activities because they were insecure. In these cases, the
need to be accompanied appeared to be very important. It seemed that crowds were also a source of
anxiety for some.
Access to information was important for the participants when planning an activity. To obtain
information regarding activities or transportation, participants requested it either from their close
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ones or staff on site where the activity was taking place. Participants used the phone and the Internet
mostly to ﬁnd out which resources were available in their area and how to get to a given destination.
However, these tools were not without their limits. In fact, even if some places – such as cultural
centers, convention centers, and libraries – provided this information on their websites, accessing it
was time-consuming because of physical or cognitive disabilities and the participant’s lack of computer
skills. Moreover, speaking with a representative on the phone seemed practical, but participants were
often confronted with automatic recordings instead, which they found difﬁcult to use and were a
source of anxiety.
4.2. The trip
Participants encountered multiple obstacles related to the trip, which was  the link between home
life and the public space. Orientation problems (a sequela of TBI) appeared to have caused one par-
ticipant to “get lost in a neighborhood he knows”  or “to be unable to ﬁnd a way home.” Despite having
visited the same place several times, this participant was  disoriented. Indeed, remembering points of
reference was challenging for participants. Disorientation increased if changes were made to the route
taken or to the points of reference. Participants had difﬁculty using information to orient themselves
due to the different systems in place to transmit it, for instance, cardinal points used as reference when
driving and last stops of bus and metro lines, and they had trouble identifying the right direction. More-
over, changes in the bus routes seemed to disturb established points of reference, as expressed by a
participant: “The buses have changed. The numbers (. . .)  I don’t know them anymore. It’s very confusing.”
Participants who did not regularly use public transit encountered problems getting their bearings,
despite maps or signs with directions. In order to counter this, some used their agendas as an address
book. The accompanier could also provide help to ﬁnd which route to take and to read maps in order
to improve the conﬁdence and assurance of the TBI person.
Certain obstacles, such as the lack of sidewalks or conversely their presence, were found in the
physical environment, and were especially daunting in winter, as explained by a participant: “To get
on or down from the sidewalk, I need my cane (. . .)  or someone’s help.” In addition, a wheelchair, which
can be a permanent or a temporary necessity, could also present added obstacles. One participant used
her wheelchair as a walker or a cart: “my wheelchair is essential because I can’t carry my purchases with
one hand. (. . .)  I place all my  packages on the seat and I push it.” Another participant had mixed feelings
regarding this technical aid and felt guilty about the extra work imposed on the accompanier, who
sometimes had to help push the wheelchair or get it on or off sidewalks. As noted by the accompaniers,
several participants had trouble walking due to their physical condition. It seemed that walking could
indeed exacerbate aches and pains. In these instances, the possibility of sitting or using public transit
was an incentive to engage in an activity, as was  the presence of another person or of a pet such as a
dog. Participants would use a cane or a walker to get around.
Physical barriers such as steps, the height of the bus, or the distance between bus stops and metro
stations all encouraged the use of specialized transit, as expressed by a participant: “I would not be able
to walk for half an hour to take the metro for example, or to go somewhere. (. . .)  Since I walk slowly, I tire
more easily.”  The main advantage of specialized transit was  its accessibility for people with physical
limitations, as noted by another participant: “They have special ramps. (. . .)  They drop me off at the main
entrance (. . .)  It’s much closer.”  However, many people found that this type of transit was complicated
to reserve and not ﬂexible. As related by one participant: “When you feel like going somewhere the day
of, it’s not possible.” Also, schedules were not always adapted to participants’ needs. For example, one
accompanier stated that they waited “An hour and a half because the bus can arrive before, but there is
also an additional 30-minute margin.” Furthermore, fear of missing the specialized transit caused stress
in the TBI person.
4.3. Using public places: several challenges
Participants expressed concerns about factors in the environment that could inﬂuence the use
and accessibility of public places, such as shopping centers, coffee shops, restaurants, stores, grocery
stores, pharmacies, museums, and libraries. Navigating public places presented several challenges for
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participants. In terms of the general setting, the many stimuli present in the public space created
an important limitation to its use by people with TBI. For example, a participant could not complete
his purchases in a shopping center because there were too many visual stimuli and consequently
slower information processing, causing dizziness. Likewise, if a coffee shop or restaurant was  too busy,
participants did not enjoy their time there and simply wanted to leave. Mirrors, reﬂective surfaces, or
certain color associations in stores could also bother people with TBI. Places were generally described
as too warm and the music too loud, especially for those with tinnitus. In this sense, stools or benches
specially designed to converse with a salesperson were very practical to offset fatigue. Museums
and libraries were considered excellent places for outings with participants because exhibitions were
often free and diverse. Even if these places were quite busy, they remained relatively calm, allowing
participants to be around people without being overwhelmed by stimuli.
Orientation in places that offered services, such as grocery stores, required a lot of energy according
to participants. Some felt that the aisles were not clearly identiﬁed, which made it difﬁcult to ﬁnd
what they were looking for. The reorganization of aisles was also very problematic, as was  ﬁnding
promotional products. A participant felt that he had to search for a long time to ﬁnd an item: “You
really have to go through all the aisles to ﬁnd what you need.” In fact, scattered products were one of the
main reasons invoked for avoiding the supermarket.
Public places that offer services presented obstacles for people with TBI. For example, these indi-
viduals often had balance problems making it imperative for staircases to have handrails, no matter
the number of steps. Moreover, access ramps were not always easy to use. Automatic doors and ele-
vators were often practical because they were easier to use, but they could also be problematic if
they did not function properly. Also, if a place was  crowded, it could be difﬁcult to get around in a
wheelchair or with a walker, especially if the space was  narrow. Participants described grocery store
aisles as fraught with obstacles or too narrow to accommodate wheelchairs. In addition, carts were
not always available at the entrance and items could feel heavier to people with physical limitations.
On the other hand, a store that was not too crowded could be very easy to maneuver for a person with
TBI, as explained by an accompanier: “She can more easily spot what she needs and even ﬁnd ideas for
later.” However, problems could arise with the way  information was presented: “Signs are difﬁcult to
ﬁnd (. . .), written high up or in a small font, which complicates the task since she can’t see from far and up
close she cannot lift her head without experiencing pain.” Items placed higher up were often associated
with chronic arm or neck pain, or dizziness. The layout of a place also played an important role in the
experience of participants: “The coffee shop is set up as a kiosk and so it was difﬁcult to locate the cash
register.” “The seats were uncomfortable (. . .)  which caused numbness in her legs.” Smaller places were
also preferred, as noted by a participant: “It was huge, you get lost in the space (. . .)  and items are very
far apart.” Some of the places visited did not accommodate wheelchairs, either due to a lack of space
or inaccessibility, as related by a participant: “The bathrooms and the hallway were much too narrow for
me to pass without disturbing others in the passage. The door of the bathroom was also too narrow. (. . .)
Unfortunately, there was an elevation at the door that blocked the wheels of the chair.”
When the time came to purchase something, participants sometimes needed help carrying heavier
items. With regards to the employees bagging the purchases, participants complained that they some-
times placed too many items in the same bag, making them too heavy, or that they mixed up the
products, which made it more complicated to put away the purchases once they arrived at home.
Likewise, limited dexterity was also an obstacle when trying to insert a bankcard to pay, or trying to
ﬁnd the money in their wallet. Participants stated that they preferred going to the grocery store more
often so they had fewer bags to carry, planning the activity in the morning, when the stores were not
as busy, or using a delivery service. Also, hand tremors were a more visible impediment in restaurants
than at home, which could make eating in public a difﬁcult endeavor.
At the social level, the relationship with others in public places could vary from indifference to
irritation. Several factors linked to both the person with TBI as well as others interacted to create
obstacles (Table 3).
Communication or behavioral sequelae associated with TBI caused certain socially undesirable con-
ducts, such as insulting people, spitting, or speaking too loudly, which could affect interactions with
others. Other users’ reactions could also be frustrating, especially because people with TBI have less
social contact and more difﬁculty adapting to the norms governing social interactions. Sometimes,
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Table  3
Examples of difﬁculties and facilitating factors reported regarding interaction with others.
Difﬁculties/Facilitating factors Verbatim examples illustrating the difﬁculties/facilitating factors reported
Getting lost in the crowd There are too many people in the stores. People are tripping over each other, pushing past,
but that is not an excuse. I don’t like it. It gets on my nerves.  (Participant)
Being jostled Often they bump into you. They don’t see that you’re disabled or a little bit slower (. . .) I
tell them: “hey, this cane isn’t for decoration!” That’s it; you have to be aggressive.
(Participant)
Being saddened by others’
circumstances
People in difﬁcult circumstances struggle. (Accompanier)
Being disconnected from
reality
He thought it was very busy, but there weren’t many people compared with other times
when people are everywhere, Saturday nights for example. (Accompanier)
Being judged People are constantly staring at me because I’m a disabled person pushing a wheelchair
(.  . .)  It doesn’t take much to catch people’s attention. (Participant)
Being nervous He is anxious around others because they could potentially judge him. (Accompanier)
Being questioned Usually, we wouldn’t have paid any attention to the comments (of the woman in the
street), but we are pretty sensitive to this type of thing. We  were both bothered by this
interruption.  (Accompanier)
Being mocked Some people in the room mocked his behavior, and others started a conversation with him
to  try to understand. (Accompanier)
Not respecting social
conventions
He doesn’t yet understand the limits that govern social interactions in general (. . .)  He has
difﬁculty integrating socially because he has a brain injury and doesn’t take it into account.
(Accompanier)
Having a sense of humor Once again, M. got along very well with the women at the cash register. In general, I think
people appreciate his sense of humor. (Accompanier)
Salesperson communicates
well
She explained to me that everything relied on the salesperson’s attitude. He took into
account her needs, he spoke slowly and he simpliﬁed his explanations each time he saw
that she wasn’t following. (Accompanier)
Not being shy Well, that’s not a problem. If I’m looking for something, I’ll say, “Excuse me.” I’m not shy in
that type of situation because I don’t know (. . .)  I’ll never see them again. (Participant)
Being recognized by personnel The esthetician knew V. very well, and called her by name. V. requested the price of the
service she wanted. (Accompanier)
Training of personnel It has happened before, people reacting badly, but it’s rare because they are used to serving
different people.  (Participant)
people with TBI had trouble determining whether they were being mocked and, more generally, dis-
tinguishing between the actual opinion of others and their own perception of it. Being accompanied
motivated participants to overcome their fear of crowds or being judged by others, and repeatedly
visiting the same public place bred familiarity and facilitated communication.
5. Discussion and conclusion
The aim of this secondary analysis was to identify and record the facilitating factors and obstacles
encountered by people with TBI when frequenting public spaces. The analysis helped us identify broad
needs that should be taken into account by administrators responsible for the design and planning
of public spaces: the needs for security, comfort, autonomy and efﬁciency when visiting these places.
The analysis highlighted several factors that could affect a person with TBI’s sense of security, either
when planning the activity or engaging in it, such as orientation problems despite directions and
maps; the absence of sidewalks, especially in winter; the high cost of the planned activity; and the use
of automatic recordings to provide information. The analysis also revealed several possible sources
of discomfort: the noise level; the lack of available seating when using public transit; and the large
number of visual stimuli. These results indicate that ofﬁcials should ensure, whenever possible, the
absence of physical obstacles; the presence of rest areas; appropriate levels of light and noise; available
and easy-to-use technical aids (e.g. acoustics, elevators large enough to accommodate wheelchairs,
access ramps with less steep inclines); and visible and easy-to-read signage, to name only a few
recommendations. These modiﬁcations, often used during the trip (Montréal, 2007), can be applied in
other situations to accommodate people with other health problems, elderly individuals, people with
learning disabilities or communication problems, as well as individuals with temporary limitations.
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This position is in line with the concept of an inclusive and non-stigmatizing society, since these
changes would be useful for a great number of people and would also promote more comfortable living
spaces as outlined by the ICF (CTNERHI, 2012; WHO, 2013) and universal accessibility (Christophersen,
2002). These two documents are already often referred to in governmental standards to ensure that
spaces no longer impede the activities of mobility-impaired people. As long as the owners of public
places apply the rules governing the standards, for example, the size of bathrooms for people with a
disability, they should be easier to use.
Administrators should also focus on promoting the autonomy and efﬁciency of people with TBI
when using public spaces. Results show that implementing adjustments, such as adding clear sig-
nage and raising awareness in the population regarding the differences between certain groups
of citizens, could support this goal. Cognitive problems such as anxiety-producing disorientation,
difﬁculty remembering points of reference, and trouble readjusting plans if an unexpected situa-
tion arises (Dever, 1997) not only limit people with TBI (Cathy, 2004) but also individuals with
intellectual, cognitive or mental disabilities. Thus, these improvements would reduce the need for
expensive, specialized services, such as transit. In order to ensure that public spaces achieve as
many of these objectives as possible, people with a disability need to participate in the planning
of these improved public spaces as experts of their circumstances. To alleviate limitations and allow
individuals to help identify both problems with public spaces and possible solutions, various spe-
cialized tools exist: the cognitive map  and the supervised community walk (Marche communautaire
observée) (Masuilis, 2011) and photovoice (Wang & Burris, 1997) are already being used with TBI
patients.
On that point, even though the impact of rehabilitation within the community is not yet well docu-
mented (Cicerone, Mott, Azulay, & Friel, 2004; Ponsford et al., 2006; Powell et al., 2002), projects that
support social participation, such as the APIC, can yield positive results (Lefebvre & Levert, 2010). This
is a step toward psychosocial rehabilitation, which seeks to accompany people in their social roles
in order to promote social skills, as advocated in the Quebec Mental Health Action Plan 2005–2010
(MSSS, 2005). In fact, the APIC project takes into account the objectives mentioned above. Accompa-
niers play an important role in motivating participants to carry out activities, reassuring them about
the environment, and helping them get around and interact with others. They can put participants at
ease by helping them overcome their concerns both at the planning stage and during the activities,
ﬁnd the places best suited to their needs, and recreate previous situations in which they felt comfort-
able. Finally, they also help participants be efﬁcient within their environment, thus encouraging social
participation (Dumont, Gervais, Fougeyrollas, & Bertrand, 2005; McCabe et al., 2007). The accompa-
nier provides the link between the participant and others or the service needed, and facilitates the
use of existing resources in the public space. Moreover, the accompanier can help others to change
their general perceptions of people with disability by interacting with participants. However, when
participants use public spaces alone, they are confronted with several obstacles.
This study addressed an innovative area of research for healthcare professionals and/or caregivers
who would like to support persons with TBI in the accomplishment of their personal projects so that
they can reintegrate into society following rehabilitation. The results of this study, which is not without
its limitations, and despite its small sample, can be applied to people with TBI as a whole in accor-
dance with the original APIC study. The initial APIC study focused on achieving objectives, carrying
out activities of daily living, and participating in leisure or social activities, and not on disabilities. It
would have been useful to be able to identify the speciﬁc difﬁculties each individual faced according
to the severity of their trauma. It would be interesting for future studies to develop a more detailed
background of participants, including diagnosis, type of injury, functional capacity, and type of tech-
nical aid, in order to conduct an in-depth analysis of the interactions between all these factors and the
environment, as outlined in the International Classiﬁcation of Functioning, Disability and Health (ICF)
(Scarponi, Sattin, Leonardi, Raggi, & Zampolini, 2009).
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